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A B S T R A C T 
 
 
Introduction: In Australia, as in many other developed countries, the current healthcare environment is characterised by 
increasing differentiation and patient acuity, aging of patients and workforce, staff shortages and a varied professional skills mix, and 
this is particularly so in rural areas. Rural healthcare clinicians are confronted with a broad range of challenges in their daily practice. 
Within this context, the challenges faced by rural acute care clinicians were explored and innovative strategies suggested. This 
article reports the findings of a study that explored these challenges across disciplines in acute healthcare facilities in rural New South 
Wales (NSW), Australia. 
Methods: A mixed method approach, involving a consultative, participatory 3 stage data collection process was employed to 
engage with a range of healthcare clinicians from rural acute care facilities in NSW. Participants were invited to complete a survey, 
followed by focus group discussions and finally facilitated workshops using nominal group technique. 
Results: The survey findings identified the respondents’ top ranked challenges. These were organised into four categories: (1) 
workforce issues; (2) access, equity and opportunity; (3) resources; and (4) contextual issues. Participants in the focus groups were 
provided with a summary of the survey findings to prompt discussion about the challenges identified and impact of these on their 
professional and personal lives. The results of the final workshop stage of the study used nominal group process to focus the 
discussion on identifying strategies to address identified challenges. 
Conclusions: This study builds on research conducted in a large metropolitan tertiary referral hospital. While it was found that 
rural clinicians share some of the challenges identified by their metropolitan counterparts, some identified challenges and solutions 
were unique to the rural context and require the innovative solutions suggested by the participants. This article provides insight into 
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the working world of rural healthcare clinicians and offers practical solutions to some of the identified issues. The findings of this 
study may assist rurally based healthcare services to attract and retain clinical staff. 
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Introduction 
 
In Australia a significant minority of healthcare professionals 
work in locations that are at a distance from major cities and 
therefore lacking in diverse specialist services. Rural clinical 
practice differs markedly from the practice of metropolitan 
clinicians in that it requires greater diversity of skills and 
knowledge in an environment of scarce resources and 
minimal support structures1. 
 
‘Rurality’ is difficult to define2 but generally it reflects 
smaller populations, and distance and isolation from major 
centres with a corresponding lack of access to the full range 
of services and infrastructure. 
 
Acute care in a rural context refers to a level of health care 
where a patient may be treated for a wide range of acute 
presentations3, including illness, disease, trauma and surgery. 
In Australia this type of health care is generally delivered in 
rural referral hospitals, district health services and multi-
purpose services where the patient receives care from a range 
of medical, nursing and allied health professionals. The 
context of this study was acute rural, and rural referral 
hospitals, the type of facilities in Australia which typically 
offer a range of acute care services, such as emergency care, 
maternity services and general medical and surgical services3. 
 
The context of rural health is geographically, sociologically 
and demographically different to metropolitan settings4,5. The 
profile of rural health services presents a picture of greater 
access inequity compared with those in metropolitan 
contexts4,6. Morbidity and mortality rates for rural and 
remote populations in Australia are significantly higher than 
for their metropolitan counterparts and this is linked to the 
poor availability of the full range of health services and 
inadequate numbers of health professionals7. 
When compared with metropolitan clinicians, rural health 
professionals, particularly doctors and nurses, require a 
broader range of clinical skills to function effectively8-10. 
Rural clinicians need to function as generalists, as opposed to 
a specialists. Indeed, there is significant pressure on rural 
nurses to develop an increased scope of practice because at 
times they may be the only health professional available in a 
given rural or regional area11. Particular challenges cited in 
the literature include minimal access to professional 
development, lack of exposure to specialist practice, lack of 
supervision and peer support, the lack of the opportunity for 
inter-professional team work and the accompanying 
challenges of great distances to travel within a widely 
dispersed and often isolated population6-8,12-14. 
 
Access to professional development is frequently cited in the 
literature as a significant challenge for rural clinicians6,8,14,15. 
Job satisfaction has been strongly linked to access to 
professional development. Many studies have shown that the 
main reasons doctors, nurses and allied health professionals 
leave the rural setting are the lack of access to appropriate 
continuing education and professional isolation6-8,12-14. 
 
Without access to adequate formal education and mentoring 
new graduates are at risk of becoming professionally isolated 
and less likely to remain in rural service16,17. Of the limited 
literature that discusses the specific challenges faced by rural 
acute care clinicians, a qualitative study of the workforce 
issues of 21 nurses from seven hospitals in rural Canada found 
they were concerned about: ‘organisational change’ and the 
increased requirement for nurses to attend to administrative, 
rather than clinical responsibilities; the burden of rural 
nursing practice as a generalist; and the increasing average age 
of nurses, with fewer new nurses filling the places of those 
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who retire9. Schofield and Beard also raised concerns about 
the retirement of the ‘baby boomer’ generation of doctors 
and nurses and their loss as experienced mentors for new 
practitioners18. 
 
There is also a growing body of evidence that suggests there 
are generational differences in attitudes towards work9,11,19. 
New health professional graduates generally prefer to work in 
larger, well-resourced health facilities that provide 
professional support to develop skills in specialised practice, 
rather than accept the generalist or the ‘jack of all trades’ role 
required of a rural health professional8-10,19. Further, even 
when new graduates are recruited to rural practice they are 
often not retained due to heavy workloads, lack of 
postgraduate transitional support and the elusiveness of 
career progression options1,15,20. Hegney et al reported that 
the older generation of nurses leave rural practice because of 
factors relating to workplace management practices, the 
emotional demands of the job, poor recognition of the value 
of their work, and unsatisfactory remuneration for their level 
of skill and experience14. Interestingly, Charles, Ward and 
Lopez reported similar workforce issues for female general 
practice registrars who describe the negative aspects of 
working in rural health settings as a lack of childcare services 
and their work being undervalued by male peers13. 
 
Bushy found common themes relating to the challenges of 
rural lifestyle existed in Canada, Australia, and the United 
Kingdom21. Lack of anonymity, the blurring of professional 
boundaries and difficulty maintaining private lives are some 
identified challenging aspects of employment in rural health 
settings8,11. Rosenthal suggested that this lack of anonymity 
occurs because of the degree of contact and familiarity that 
occurs within small communities8. This can bring about ‘role 
conflict’ for both health workers and patients and may 
dissuade new or novice nurses from working and living in a 
rural setting17. Conversely, it has also been found that 
familiarity with a healthcare provider produces a sense of 
comfort and relief for rural patients8, and for general 
practitioner registrars, the sense of connectedness with the 
community13. The ability to provide ‘whole and 
multigenerational care’ was considered a positive and 
endearing aspect of working in a rural health setting for 
general practitioner registrars13. 
 
Although the rural health literature is considerable, research 
on the specific challenges clinicians face in rural acute care is 
limited and of a very general nature. Invariably studies 
revolved around the challenges facing doctors (mostly GPs) 
and in some cases, nurses, but very little was found that 
related to allied health professionals. In summary, the lack of 
specific literature on the challenges faced by a range of 
healthcare professionals in rural acute care clearly indicates 
the need for further research to explore perceptions of 
clinicians (across disciplines) about the challenges they face, 
and their suggestions for overcoming them. 
 
The major aims of this study, therefore, were to better 
understand the challenges faced by rural acute care clinicians 
and the impact of these challenges on their capacity to carry 
out their roles. A secondary aim was to explore and prioritise 
strategies to address selected challenges.  
 
Methods 
 
This study utilized a participatory process to identify the 
challenges confronting healthcare professionals in rural acute 
care settings and explore their priorities for practice change. 
 
This mixed method study used a 3 phase participatory design, 
incorporating descriptive and interpretive approaches. Mixed 
method inquiry involves the use of multiple and diverse 
methods for gathering, analysing and representing data22. This 
type of approach is valuable because it captures and combines 
quantitative and qualitative perspectives in order to address 
the biases inherent in a single method. This also allows for a 
‘sequential design’ where the results from one study phase 
can be used to develop or focus the subsequent phases23,24. 
 
The study setting was rural, acute care facilities within 
northern New South Wales (NSW), Australia. A range of 
facilities were chosen, based on their location and size, to 
allow the participation of healthcare professionals employed 
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in the full range of rural acute healthcare services offered by 
community hospitals, multi-purpose services, district health 
services and rural referral hospitals. Participants were drawn 
from the full range of healthcare professionals, including 
nursing, medical and allied health staff, who had been 
employed in the rural, acute care settings for 6 months or 
longer. 
 
The three data collection phases of this study were: 
 
• Phase 1: the distribution and analysis of a survey 
questionnaire to all clinical staff of acute care 
facilities in the region. The 8 item survey asked for 
demographic data regarding age, sex, professional 
role, work experience, and the years of employment 
in a rural setting. The remaining questions asked the 
respondents to identify and rank in order of 
significance and impact five professional challenges 
they face. The survey also included an open-ended 
section for further comments. All eligible healthcare 
professionals on the payroll of these rural health 
facilities were sent a survey.  
• Phase 2: focus group discussions of the top ranked 
challenges drawn from an analysis of the survey 
questionnaires. Focus groups members were 
provided with a summary of these survey findings. 
They were then asked to discuss these challenges 
from their own perspective and comment on how 
the challenges impacted on patient care and on their 
personal and professional lives.  
• Phase 3: a series of workshops using a nominal 
group technique25 was used to generate ideas to 
address the key challenges identified in the first two 
stages of the study. The workshops focused 
participants on discussions of potential strategies 
and/or projects that might address the identified 
challenges. Participants were recruited for focus 
groups and workshops via an expression of interest 
form attached to the information letter that 
accompanied the survey in Phase 1. 
 
Data analysis varied according to the data source. Descriptive 
statistical analysis of survey data was conducted using the 
SPSS data analysis package (www.spss.com). Thematic 
analysis of short qualitative answers from the surveys was 
undertaken by the research team to identify major themes. 
Interpretive and thematic analysis of focus group transcripts 
also served to identify individual and collective thinking on 
the most significant challenges that emerged from the first 
two data sets. Nominal group processes25 were used to score 
and rank the workshop findings. 
 
Ethics approval  
 
The project received ethics approval from both the area 
health service and the University of New England Human 
Ethics Committee (#HEO9/115) and the identity and 
welfare of participants were protected at all times. 
 
Results 
 
Phase 1: Survey results 
 
In total, 3000 surveys were distributed across 16 sites 
including four rural referral hospitals and 12 rural hospitals. 
The response rate was approximately 10% (n=226), and 87% 
of respondents were female. Of the respondents 14% were 
less than 30 years, 52% between 30 and 50 years and 34% 
over 50. The range of health professions represented in the 
survey responses is shown (Fig2). 
 
The challenges that were identified as priority 1, 2, or 3 by 
the 226 survey respondents were analysed by the research 
team and grouped under the following four headings, in 
descending order of importance: 
 
1. Workforce issues (workload, workplace culture and 
employment practices)  
2. Access, equity and opportunity  
3. Resources  
4. Contextual issues. 
 
 
 
© PS Paliadelis, G Parmenter, V Parker, M Giles, I Higgins, 2012.   A licence to publish this material has been given to James Cook University, 
http://www.rrh.org.au 5 
 
 
 
Figure 1: Example of the survey questions. 
 
 
Nursing
69%
Medical
6%
Allied health
15%
Other
4%
Radiography
3%
Midwifery
3%
 
Figure 2: Profile of participants’ disciplines. Note: The ‘other’ category consists of a range of allied health staff such as 
dieticians, speech pathologists, occupational therapists and social workers all working in the acute care context. 
 
 
Workforce issues: The most significant challenge was 
workforce issues, which included the difficulties of rural staff 
shortages, of being a sole practitioner, the tension between 
specialist and generalist practice and the inherent de-skilling 
and multi-skilling this creates. This category also included 
other workforce issues such as poor rostering practices, 
difficulty of backfilling or gaining access to locums and 
chronic excessive workloads. 
 
Access, equity and opportunity: The next most 
significant category was access, equity and opportunity. The 
participants described these as challenges for both staff and 
patients. For patients, the challenges concerned access to 
OtherRadiography
3%
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specialty services, investigative and diagnostic procedures and 
transport services. For staff, the challenges referred to access 
to education and staff development, access to experienced 
clinical colleagues for support and advice and a lack of equity 
with regard to career prospects. 
 
Resources: The third most significant challenge was a lack 
of resources, equipment and services in rural settings. In 
particular this was described in relation to lack of 
administrative and IT support, and having to work with old 
or out-dated equipment. 
 
Contextual issues: The final challenge identified was 
contextual issues, including geographical isolation and 
remoteness, the impact of drought on rural communities and 
the perceived metrocentric focus of public acute healthcare 
services in Australia. 
 
Phase 2: Focus group results 
 
The results of the survey were summarised and provided to 
focus group participants to inform their discussions. These 
discussions added insights into the way the identified 
challenges actually impacted on a range of rural acute care 
clinicians. 
 
Workforce issues: The most significant challenge identified 
in the survey, workforce issues, was discussed in terms of 
staff shortages and inadequate skill mix, which the 
participants felt impacted on them professionally, personally 
and on the quality of the patient care they delivered. Excerpts 
from the focus group transcripts exemplified this: 
 
There are inadequate staff numbers in all areas. When we are 
busy staff are sent to unfamiliar areas and there are 
inadequate senior staff to support juniors and those less 
experienced. 
 
We have multiple care levels so we need to have clinical skills 
in a wide area. We all manage both inpatient and community 
caseload with limited staffing. 
 
I am an older nurse, and I’ve seen many changes – but things 
have NEVER been this difficult. The hospitals are seen as a 
business… we lack basic access to qualified staff and we are 
never thanked for all the overtime. 
 
Access, equity and opportunity: Discussion of the 
second challenge – access, equity and opportunity – revealed 
that the clinicians were concerned about their own 
professional needs as well as inequities in patient access to 
appropriate healthcare services, as the following excerpts 
demonstrate: 
 
We have diminished access to conferences and seminars due to 
distance, cost of travel and have to take time off, with no 
chance of backfill. 
 
We are expected to travel long distances in our own time for 
education, what we need is educators to deliver education in 
rural areas. 
 
Participants were also concerned for patients who are 
required to transfer to metropolitan centres for procedures 
and tests that are unavailable in rural settings, and the ensuing 
difficulties for rural families when loved ones are sent to a 
large and geographically distant metropolitan facility. These 
issues were raised by several participants in relation to rural 
obstetric services where: 
 
Women and infants [are] missing out on quality care due to 
funding issues and having to transfer them to [name of] 
hospital over 200 km away. 
 
Resources: The resource challenge was described as a 
general lack of suitable equipment, space, services and 
expertise to support the delivery of quality care. For 
example, outdated equipment, old computers, poorly 
equipped clinical spaces, lack of radiology services and 
information technology (IT) support staff were some of the 
challenges identified. For example, one participant 
commented: 
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I think we are considered second cousins when you see the 
support, equipment and staffing of the city facilities. 
 
Contextual issues: The challenge of contextual issues as 
discussed in the focus groups reflected a perceived lack of 
understanding from senior staff at larger acute care centres 
about the nature of rural practice. This sometimes led to the 
requirement to implement systems and procedures not suited 
to the rural context, for example the introduction of a new 
interprofessional clinical pathway for heart failure patients 
that required the sign-off of a wide range of healthcare 
professionals, when in most rural centres the team consisted 
of medical and nursing staff only. Other issues related to 
decisions made by senior managers in larger metropolitan 
centres, for example: 
 
Decisions have already been made without any consultation 
with rural colleagues. Budget and KPIs [key performance 
indicators] seem to be paramount, not so patient care. 
 
Other comments referred to geographical and professional 
isolation, for example: 
 
We have low-density populations and big distances. I am 
getting tired just trying to cover the territory. There’s only 
me, there is no one to ask or to give me support. It is my 
worry, my concern, my responsibility, me who has to live it 
and deal with it. 
 
Phase 3: The workshops 
 
In this final phase of the project, participants a series of 
workshops were provided with a summary of the combined 
survey and focus group findings and asked to consider the key 
challenges and suggest strategies that might address them. 
The researchers focused the workshop activities on exploring 
solutions to the challenges, or suggesting further research that 
may help to build a deeper understanding of the issues and 
also build research interest and capacity in rural areas. 
However, there was also a general acknowledgement that 
there were some positive aspects of rural practice. In 
particular, the broad range of clinical experiences and greater 
autonomy available for rural clinicians, and the feeling of 
embeddedness in rural communities, were considered to be 
the key reasons why these clinicians continued to work in 
rural areas. 
 
Discussion 
 
While the low survey response rate is acknowledged, and 
participants self-selected for the focus groups and workshops, 
the 3 phase design provided some valuable insights on which 
to build a larger study. The key outcomes of phase 3, the 
workshops, are presented and discussed here according to the 
four categories of challenges identified and discussed in the 
first two phases, and in relation to the literature. 
 
Responding to the challenge of workforce issues: 
being flexible 
 
The ‘being flexible’ strategy suggested in the workshops 
concerned addressing rural staff shortages, dealing with the 
difficulties of being a sole practitioner and responding to the 
tensions between specialist and generalist practice and the 
inherent deskilling and multi-skilling this creates. The 
Australian Productivity Commission has suggested that one of 
the disincentives for practice in rural (and remote) 
communities is the lack of a mass of population to sustain 
specialty practice and skill or ‘meet related infrastructure 
requirements’7. Indeed, the Australian Society of 
Anaesthetists added that the consolidation of surgical and 
anaesthetic services in larger metropolitan centres has 
resulted in a better standard of health care as healthcare 
professionals are able to7: 
 
...maintain and improve their skills due to the combination of 
collegiate support, enhanced medical infrastructure and the 
high volume of services provided.  
 
For the participants in this study ‘being flexible’ refered to 
strategies to increase interprofessional support and address 
the need for rural clinicians to be multi-skilled, with a broad 
clinical knowledge base to manage a diverse range of health 
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issues. Flexibility also addressed the need to provide services 
‘around the clock’ and not just during traditional business 
hours. Participants believed this would require a larger pool 
of skilled staff, to avoid rural clinicians being required to be 
on-call afterhours. 
 
Key strategies to address these workforce challenges were 
increased staff numbers and opportunities and support for 
interprofessional teamwork that enable appropriate response 
to the specific needs of rural health care. Some of the 
suggested projects and strategies mirrored those discussed in 
the earlier study26, such as strengthening leadership and 
encouraging more effective teamwork to support junior staff. 
Most importantly for rural areas the focus was more on the 
need for interprofessional support and education than 
maintaining a discipline specific focus. 
 
Access, equity and opportunity: overcoming isolation 
 
The isolation of rural practice was considered a double-edged 
sword by many of the workshop participants, as on one hand 
they had greater autonomy and sense of belongingness, while 
on the other they experienced professional isolation and a 
lack of access to professional education and support. Over 
time, rural professional isolation has been shown to result in a 
culture of ambivalence about academic teaching and 
research10. Further, in some cases, professional isolation and 
insufficient exposure to specialist areas of practice may lead 
to a lack of confidence, as was evident in the study of rural 
advance practice nurses conducted by Hegney et al14.  
 
Suggested solutions included developing more formal 
mentorship and clinical supervision arrangements, as well as 
lobbying for a guaranteed minimum level of access to study 
leave, conference leave and professional education. 
Frustration was expressed about the short-sightedness of 
publicly funded health organisations in not investing in more 
locum staff to back-fill those on leave, as a positive retention 
strategy. 
 
Solving the issues of access and opportunity for patients was 
seen as more difficult and discussion revolved around 
interprofessional teams and practice, and possibly new career 
pathways for rural clinicians that included advanced practice 
roles to better meet the needs of rural populations. One of 
the suggested projects – to identify examples of effective 
interprofessional teamwork in rural areas – is currently 
underway. 
 
Resources: working with and apart from larger 
centres 
 
Resourcing rural acute care settings was the subject of much 
debate in the workshops, based on an awareness that it would 
be impossible to resource rural settings with the full range of 
equipment and services offered in metropolitan centres. 
However it was suggested that more careful consideration of 
the impact of withdrawal of services on rural communities, 
coupled with the development of more effective strategic 
planning for service locations, would assist in meeting this 
challenge. The literature highlights a significant range of 
challenges and negative aspects of working in rural health, but 
also that it may have appeal to those health professionals who 
enjoy greater autonomy and the opportunity to practice using 
a diverse range of clinical skills9. However, the inequities are 
clearly evident7 as is the need to adequately support practice 
that results in positive outcomes for rural clinicians and rural 
populations. In particular the difficulties created by the 
withdrawal of some services, such as obstetrics, was 
highlighted as having wider implications in terms of retaining 
rural populations and attracting staff and their families to 
rural areas. 
 
Other resource issues such as the lack of IT services and 
support staff were considered. The discussion revolved 
around the provision of adequate IT support services, 
particularly in light of the forthcoming National Broadband 
Network (NBN) roll out and its potential to reduce 
professional isolation and link healthcare staff and patients to 
resources and colleagues in larger centres. 
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Contextual issues: valuing and being valued/ 
encouraging participation 
 
In terms of contextual issues, the workshops’ outcomes 
clearly identified that it would only require a minor shift in 
thinking to improve the way in which larger centres engage 
with their rural colleagues. Rural clinicians want and need to 
be consulted or given the opportunity to contribute to 
changes in procedures and processes. While the literature 
provides only limited information on governance issues in 
rural acute care settings, except for the organisational 
challenges faced by rural nurses in one Canadian study9, in 
this study the participants found that governance issues 
imposed by a metropolitan based central administration was 
often irrelevant to rural practice. One particularly 
troublesome issue, that of ‘universal paperwork’ which has 
been introduced into these small rural hospitals, could be 
overcome by merely seeking input from the interprofessional 
team to gain an appreciation of the relevance of new 
processes in the rural context. In particular, participants felt 
that they were taken for granted and expected to ‘just get 
by’, and do more with less. 
 
It was suggested that more effective marketing of the benefits 
of rural practice would be helpful. Some participants 
discussed how some small communities have attracted 
healthcare professionals by seeking employment 
opportunities for spouses, sourcing appropriate 
accommodation and schooling options and refunding 
relocation costs. It was suggested that state government 
health departments could work with local councils to adopt 
similar strategies to attract clinicians to rural areas. 
 
Contextual issues such as geographical isolation and 
remoteness, the impact of drought on rural communities and 
the perceived ‘metrocentric’ focus of public acute health care 
in Australia were also discussed. While no specific solutions 
were suggested, there was general agreement of a need for 
health professionals to be sensitive to patient needs during 
times of drought, floods or bushfires. The issue of patient 
access to services was also linked back to the earlier 
discussion of the challenges of access, equity and opportunity. 
Limitation 
 
This 3-phase study with a focus on working collaboratively 
with rural acute care health professionals within rural NSW 
identified the most significant professional and personal 
challenges and their priorities for solutions to address these 
concerns. One obvious limitation was the low survey 
response rate, however, once the survey results were 
presented to the focus groups and workshop participants, the 
findings of the study’s first phase were reinforced. As a result 
of the workshops the following initiatives were suggested by 
the participants as top priorities for further exploration 
and/or research. 
 
Suggested initiatives  
 
The NSW Health Department should invest in better 
promotion and marketing of rural practice settings, based on 
the positive aspects, such as greater autonomy and rural 
lifestyle, particularly to undergraduate health students. 
Funding grants to support rural placements across all health 
professions would assist. At the same time, reassurance is 
required about how some of the identified challenges could 
be overcome, for example generous study and conference 
leave, locum services, and mentorship arrangements. 
Potential partnerships with rural community councils could 
lead to more integrated support packages being made 
available to attract clinicians to rural areas. A further study 
that compares the success of a range of local strategies was 
suggested as a way forward to compare and benchmark some 
of the effective recruitment programs. 
 
With the roll out of the NBN, rural centres will have the 
potential for greater connectedness to clinical colleagues, 
specialist expertise and clinical support. This will assist in 
addressing some of the issues of geographic and professional 
isolation, as long as there is sufficient investment in IT 
infrastructure to allow ready access to the fast broadband in 
the clinical context. A pilot project that explores the impact 
of NBN within the local health network was suggested in 
order to gain an appreciation of NBN potential. 
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The models of care in rural areas need to be re-defined to 
more clearly reflect the interprofessional and expanded 
nature of practice. Further research was suggested to identify 
best practice in interprofessional teamwork in order to 
provide evidence to support the changes needed to rural 
practice models of care. A study currently underway is 
exploring the actual and potential interprofessional teamwork 
models used in a range of rural settings in NSW. 
 
This 3 phase study has provided information that will be 
valuable for rural workforce planning and strengthening the 
participation of rural clinicians in order to shape their work 
contexts. Cultural change is obviously required and this can 
only be achieved through re-visioning and revising the nature 
of health professionals’ work, and strengthening 
interprofessional relationships27. Therefore, it is imperative 
to understand that the challenges facing rural health 
professionals must be addressed by those who experience 
them. 
 
This article drew on current literature and a previous study26 
regarding the challenges that face rural clinicians. The earlier 
study identified similar challenges to those found in this 
study, with the exception of access, equity and opportunities, 
which were specific to rural contexts. So while the existing 
literature mostly centred on rural primary care settings rather 
than acute care, there was some synergy in the issues of 
staffing shortages and professional isolation11. Much of 
literature that did identify specific challenges experienced by 
rural acute care clinicians was from Canada, with little from 
an Australian perspective, so this study has added to the body 
of knowledge. 
 
Conclusions 
 
For those who do choose rural practice the challenges are 
significant, and impact negatively on the recruitment and 
retention of these clinicians. The findings of this study 
certainly reinforce and add to the literature which identified 
rural challenges such as the recruitment and retention of 
adequate numbers of staff, professional isolation, long and 
inflexible working hours, staff shortages, insufficient locum 
relief, and inadequate support for continuing education. The 
literature identifies that some of these challenges are also 
experienced by health professionals in metropolitan acute 
care settings, however the evidence from this study suggest 
there are a number of issues experienced by rural clinicians 
that are uniquely different to their metropolitan 
counterparts. This supports earlier findings3,14. This study has 
not only explored the challenges but also involved the 
participants in identifying potential strategies to address 
them. 
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